Introduction
The answer to the question in the title must surely be affirmative. Whilst this is so for the child who is able to perform the standard tests of visual acuity, for the younger child or infant, a case can be made that quantitative visual assessment is unnecessary and serves little purpose.
There are several reasons why acuity measurement in the very young may not be considered necessary. Firstly, assessment of the state of visual alertness in a baby, steadiness of fixation (whether this is central or eccentric), whether the infant objects to occlusion of one eye and not the other, all provide adequate guides to the level of vision. Secondly, the finding of ocular anomalies such as nystagmus, a defective pupillary response, cataract, or optic nerve hypoplasia, also indicate the likely level of vision. Thirdly, the accurate measurement of visual acuity in either the infant or in the mentally retarded child is not required by parent or paediatrician. Fourthly, having undertaken a detailed ophthalmic assessment and performed the appropriate treatment, all that can be done has been done and further time-consuming visual acuity testing will not influence management.
Although there have been relatively recent developments in methods of measuring the vision of young children, such as the visual evoked potential (VEP) and preferential looking (PL), these require both expensive equipment and a degree of technical expertise, not generally available in clinical practice. Both the VEP and PL are tedious and time-consuming and consequently not applicable to routine clinical practice.
Nothwithstanding these comments, there is no doubt that PL-based studies 1 ,2 have added greatly to our knowledge of normal and abnormal visual development. The observation that an infant is attracted to a patterned stimulus forms the basis of preferential looking -when the infant is confronted by two stimuli, one blank and the other containing a grating he or she will look preferentially at the latter. This looking response is observed by the examiner. Gratings of different spatial frequencies are presented in a formalized procedure dependent upon the method of PL employed. For a number of reasons, not the least that it can take 60 min to assess the binocular vision of one infant, PL has not been accepted into clinical practice", Fortunately the situation has recently changed with the latest PL modification -the acuity card procedure (ACP)4. In standard PL the stimuli are presented on TV screens or projected as slides, the equipment is bulky and needs careful calibration. In ACP the stimuli, gratings and 'blanks', are mounted in pairs, on a series of cards. The cards are presented through a large aperture in a portable grey screen. Unlike most PL procedures which require many trials, an acuity estimate can be obtained with ACP in 2 to 6 min and yields age norms equivalent to those obtained with rigorous laboratory versions", In our department PL using TV screens was employed for a short period but soon abandoned due to technical and methodological difficulties. The results were often obviously inaccurate and had no clinical value. Time constraints prevented the clinician (ARF)from performing the tests himself, and consequently he developed no personal feel for the strengths and limitations of this technique. Since late 1984 ACP has been employed in our department and our preliminary results are presented here.
Patients and methods All ACP tests performed by ARF from December 1984 to August 1986 are reported. Tests were performed in routine and research paediatric ophthalmic clinics.
ACP apparatus
The acuity cards were constructed as described by McDonald and co-workers' with only minor dimension modifications ( Figure 1 ).Grating acuities are recorded in cycles per degreethe number of pairs of black and white stripes per degree of visual angle (3 c/deg is equivalent to 6/60 Snellen notation, 6 c/deg=6/30, 10 c/deg=6/18, 30 c/deg=6/6). The cards had verticallymounted gratings with frequencies ranging from 0.2 c/deg to 30.0 c/deg, including one card containing only two 'blanks' (60.0 c/deg gratings, i.e. beyond resolution). A selection of gratings were also mounted horizontally, ACP procedure ACP was used in three ways. In the first method described by McDonald and associates' and applicable up to about 18 months of age (Figure 1) , the infant was held by the seated parent approximately 36 ern from the screen. The test was started by presenting Journal of the Royal Society of Medicine Volume 81 July 1988 381
Figure 1. Acuity card apparatus. This 9-month old ex-premature infant is looking at the striped stimulus. The aperture in the screen can also be used to maintain contact with the infant and introduce toys when interest wanes
a coarse grating. Stimulus cards with progressively finer gratings were presented until the infant failed to respond. Visual acuity was recorded as the finest grating to induce a consistent looking response. As the response to a coarse grating could be so definite one presentation was often adequate, but near threshold, responses were often fleeting and at least three presentations were usually required. In the event of the infant's flagging interest, toys were introduced through the aperture of the screen. To prevent a response to brightness alone, the luminance of the grating and 'blank' were matched by adjusting front and back illumination.
In the second ACP method, applicable to the child over 18 months, the child was instructed to point at the aperture containing the grating, described as 'stripes', 'pictures', 'zebra' etc. To discourage guessing the child was also required to determine whether the grating was horizontal or vertical.
For the third ACP method the screen surround was discarded. This was suitable for the neonate, the child confined to bed and some patients of all ages with developmental delay.
Results were recorded as successful, failed or 'blind'. Success denoted test completion but was not an indication of accuracy. Failure was recorded when the patient was asleep, crying or otherwise unable to co-operate with the test, whilst for the result to be recorded as 'blind', co-operation was adequate but no response was elicited.
'blind'. The complete breakdown of results according to age is included in Table 1 . ACP was performed 466 times on infants under the age of one year with 12 failures (3%) and 161 times between the age of one and two years with 25 failures (15%). Thus 588 (94%) of the 627 tests performed on children under the age of two years were successful when no conventional acuity test was possible.
Discussion
In this article we have presented the preliminary results of 1177 tests performed on 586 patients using the acuity card procedure. The overall failure rate was 6%, but for the various age groups was as follows: < 1 year, 2%; 1-2 years, 15%; 2-3 years, 20%; and > 3 years, 4%. These are higher than those reported elsewhere3, but are not directly comparable as the present study was undertaken in an unmodified clinical setting; not every child attending was tested, no allowance was made for state (asleep, crying, etc.) and time was not given for retest. However this, and other studies3, clearly indicate that almost all infants under one year (97%), and most under two years of age (94%) can be tested successfully using ACP. But, whether we really need to measure the vision of children will occupy the rest of the discussion and each of the four statements made in the introduction will be re-examined.
Table 1. Breakdown ofACP test results according to postnatal age, but not corrected for the degree of prematurity

Results
Over the 19 month period of this study 1177 tests were performed on 586 patients. The age at testing ranged from 0.5 weeks to 23 years, although when corrected for the degree of prematurity the lower limit was 32 weeks gestational age. All had been subjected to full ophthalmological examination including cycloplegic refraction except for 140 (106 <one year of age). Some were normal but others exhibited a wide variety of ocular and/or systemic conditions which cannot not be considered here. Of the 1177 tests 1102 (94%) were successfully undertaken including 101 recorded as Firstly, the state of visual alertness, quality of fixation and objection to occlusion, are all obviously qualitative assessments of visibility and/or resolution, depending on the stimulus used. These are extremely imprecise indicators of visual function, thus we found that visual alertness may extend from acuities as low as 0.27 c/deg.The attempt to correlate fixation quality with Snellen acuities may have been of value in 1948 6 but not in 1987 7 now that quantitative tests are available.
Secondly,the danger of attempting to equate certain ocular findings with the level of vision is well known. The vision of the child with nystagmus, afferent pupillary defects, cataract or optic atrophy may range from normal to severely reduced. In certain conditions, particularly amblyopia, PL grating acuities may be significantly better than Snellen acuities''. This discrepancy is not fully understood, but may be due partly to methodological differences in measuring Snellen and grating acuities", This does not negate the value of either test but does indicate the need for further research. With the possible exception of amblyopia, ACP has considerable value in vision assessment in the presence of ocular pathology, most clearly demonstrated in infancy and early childhood when no other tests of resolution are possible. Probably the most easily demonstrable clinical use of this test is in the assessment ofthe infant suspected ofbeing blind; false negatives are extremely rare (none in this study, and only 12 failures in 466 tests under one year). The value of ACP in recording the clinical course of the various types of delayed visual maturations is shown in Figure 2 . We have also found ACP to be a sensitive indicator of macular function in the older child, particularly valuable when retinal signs are subtle and the clinician is not confident about the accuracy of the vision obtained. Higher spatial frequency gratings can only be resolved by the fovea, whereas for coarser gratings extrafoveal retina is also involved. Thus either in the early stages of visual development or when pathology has reduced vision to below about 10 c/deg (6/18) grating acuity will reflect both foveal and extrafoveal function. When visual development has reached this level at about one year, grating measurements will be sensitive to foveal abnormalities.
Thirdly, ophthalmologists have not been required or able to provide either parent or paediatric colleague with an accurate measurement ofinfant visual acuity. This has now changed and also parents and helpers of handicapped children are often anxious to know the level of vision, as this knowledge may assist management. Although ACP is not always successful in assessing this last mentioned heterogeneous group, we have, at times, found it to be the only test to succeed.
Fourthly, does visual acuity testing influence management? In many instances the answer is no, as not all conditions are amenable to treatment. But to be able to inform parents that their baby can see and that his or her vision is developing normally is important and can prevent unnecessary anxiety. On the other hand, the early recognition of a significant defect will hopefully reduce anxiety consequent upon delayed or inappropriate advice, and enable parents to plan for the future. Grating acuities can be of considerable value in assessing visual pathway pathology'-!", and hence, for example, the planning of surgical treatment for cataract or capsular thickening, and the monitoring of contact lens wear and occlusion therapy.
The apparatus for ACP is inexpensive and although the expertise required for a formal PL study is beyond the scope of most clinical departments, that required for ACP is well within the capability of every orthoptist and ophthalmologist. ACP, taking 2-5 min for a binocular assessment and about twice this time to include monocular acuities, is a clinically viable technique.
So much for the advantages of ACP, what of the pitfalls? The brightness of the two stimuli must be equal, not always simple to arrange. Observer bias must be guarded against. The speed of looking increases with age and grating spatial frequency, and assessment of the older infant often requires considerable judgement. The end-point is difficult to gauge when nystagmus is present. A field defect may give a spurious result if the grating is presented in the defective field. Older children, pointing, can give an over-optimistic result. In part this may be due to unbalanced stimulus brightness and we have found identification of both grating location and direction (horizontal and vertical) helpful. This demanding task relates more closely to the Snellen recognition test (patients can often 'see' the 6/5 line but only be able to read 6/9) and may remove one aspect of the amblyopia Snellen -grating discrepancy.
Whatever the problems with ACP, it presents the first opportunity for clinicians to test on a routine basis, the vision of infants presenting with visual problems. Its use in amblyopia awaits evaluation, but its value in other situations, particularly in the infant who appears not to see well, is undoubted. (3) Extremely limited vision, but obvious and significant improvement in Leber's amaurosis. (4) DVM with congenital nystagmus, vision improved as nystagmus developed at 25 weeks of age. This is not rare and is also seen in albinism. Recovery in isolated DVM is complete but in other forms is governed by extent of neurological or ocular pathology
